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The vesiculfe seminales may be the seat of acute inflam¬ 
mation secondary to urethritis, malignant or tubercular dis¬ 
ease. Operations on these organs are rare; one reported by 
Mansell Moullin 1 for the relief of pain following vesiculitis, 
the others for tubercular disease. 

Tubercular disease may be primary or secondary, usually 
the latter. Fuller 2 does not believe that tuberculous disease 
of the prostate is common, but that disease of the seminal 
vesicles is, and is frequently mistaken for prostatic enlarge¬ 
ment. Most modern text-books dismiss the subject with a 
few sentences. In a recently published text-book one writer 
says, “If the tubercular disease is secondary, operation is 
hardly a legitimate procedure;” another merely records that 
the operation had been performed. 

The field for the operation is necessarily limited, as it 
practically always follows disease in the epididymis and testi¬ 
cle. Conditions now recognized in the early stages and re¬ 
moved before infection has spread along the cord. 

From the fact that in my limited field 1 have found one 
case where the disease was not arrested by the removal of the 
scrotal contents and high dissection of the cord without any 
clinical evidence of disease elsewhere, I am led to believe that, 
were we to examine the rectum more as a routine practice, 
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we would find more frequently involvement of the seminal 
vesicles. 

I need scarcely say that there are already 011 record several 
cases of excision of one or both vasa deferentia and vesicnlrc. 
The fullest review on this subject of operative treatment which 
I have come across is contained in a recent article by Longnct. 3 
According to him, the first operation for removal of vesiculre 
scminalcs was performed by Ullmann, of Vienna, in 1890; 
the next by Villencuve in 1891, and in tbc same year Roux, 
of Lausanne, reported two cases before the French Chirurgical 
Congress. The first case upon this Continent is attributed to 
Weir, of New York, in 1895, and later cases arc reported by 
Schede, of Hamburg; Gtteillot, Baudot and Kentdirdjy, all 
in iSgS. 4 

Three chief methods have been employed for the opera¬ 
tion ; these arc: 

(1) By means of the inguinal incision. 

(2) By the Kraskc sacral incision, as for excision of the 
rectum; and 

(3) By perineal incision. 

This last method has been either (o) Zuckcrkaudl's horse¬ 
shoe incision, extending across the perineum and in front of 
the anus, or ( b ) Roux’s method. 

Discussing these methods, Princess Gucdroytz 6 reports 
that by a series of operations on the cadaver it was found 
that the first method was difficult; and in the second, the lesion 
in the bone was a needless complication; and that the third, 
Roux’s method, gave more room, and was accomplished with¬ 
out injury to the levator ani. 

She claims that by a comparison of twenty cases collected 
by different surgeons, Roux’s method has afforded the best 
results, some of his patients being in perfect health from 
three to six years after operation. This operation as described 
by Princess Gucdroytz, divided into two stages, is as follows: 

(1) The testicle is removed, and with it any diseased 
skin. The vas deferens is separated from the other constitu¬ 
ents of the cord, which are ligated and cut, and gentle traction 
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is made on it until six or seven centimetres have been freed. 
It is divided obliquely as high up as possible, and the skin 
incision is closed. 

(2) The patient is then placed in the lithotomy position. 
An incision four inches long and a little more than an inch 
from the middle line on the left side is made, passing backward 
by the side of the anus and ending just behind the level of the 
coccyx. Through this the prostate and anterolateral surface 
of the rectum are reached easily after dividing some of the 
antci ioi fibics of the levator ani. The left index-finger in the 
rectum then hooks the seminal vesicle downward, and a loop 
of silk is passed round it as it appears in the bottom of the 
wound; it is then completely freed by peeling off all surround¬ 
ing connective tissue with the finger. The vesicle is then 
brought out together with the remains of the vas, the obliquely 
cut end of which proves that none has been left behind. The 
final step is to remove the vesicle by dividing its neck flush with 
the prostate and suturing the mucosa, the muscular layer, and 
the surrounding tissue separately. The perineal wound is 
sutured and a bougie is passed for a few days. 

More recently, Dr. Percy Bolton, 0 of New York, has 
recommended the sacral route, having employed it in a case 
already the subject of ankylosis of the hip. 

During the last few months, yet other cases have been 
reported, but which, however, I need not here refer to. 

The following are, briefly, the notes of my own case, from 
the report of my House Surgeon, Dr. C. T. Fitzgerald: 

F. M., aged twenty-eight years; admitted to the Montreal 
General Hospital, December 26, 1899, for the relief of a sinus 
in the right scrotum, the site of a previous incision for removal 
of the testicle. 

The patient was a poorly nourished, amemic young man of 
good family history. He had had the left testicle removed in the 
same hospital, five years ago, by the late Dr. Robert Kirkpatrick, 
for tuberculous disease. The right was removed ten months ago 
in England for a recurrence of the disease. The wound had never 
closed and was discharging freely on admission. 
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On examination there was evidence of previous cervical 
adenitis, some thickening in the stump of the right vas, and by 
rectum a large, hard, nodular mass involving the right seminal 
vesicle, slightly painful to pressure. There was no other evidence 
of active tubercular disease. 

On January 13, 1900, I removed the remaining portion of the 
vas and the seminal vesicle, following Roux’s method. There 
was some temperature and a good deal of general disturbance 
subsequent to the operation, the patient developing a scarlatini- 
form rash, for which he was isolated. The bladder was washed 
out for two or three days, and the wound kept open for some 
time by iodoform gauze. 

The patient was discharged from the hospital, February 17. 
He has since gained in weight, and sailed a week or two ago for 
England, to take up his former duties, apparently in good health. 

The operation was simple until the seminal vesicle was caught 
up, a prostatic sound being used for this purpose; the dense 
fibrous tissue attaching the vesicle to the bladder being separated 
with great difficulty, tiring out my own and my associate’s (Dr. 
Armstrong) fingers before it was severed. 

I am indebted to Dr. Wyatt Johnston for the following 
pathological report: 

The examination of the seminal vesicle, received on January 
14, 1900, shows to the naked eye a fibrocascous infiltrating mass 
which has all the appearances of old-standing tuberculosis, but 
is free from all acute gray miliary tubercles. This change in¬ 
volves the vessels and portions of vas received. 

The cut section has the microscopical appearance of that 
met with in scrofulous glands. Microscopically, the condition is 
seen to be one essentially of coagulation necrosis with caseous 
change, which is also highly suggestive of tuberculous origin, 
I do not find, however, in any of the sections examined typical 
giant cells, which certainly would be present if the condition was 
active. 

Microscopical examination failed to reveal any tubercle 
bacilli; the anatomical condition, though suggestive of tubercu¬ 
losis, does not supply all the elements necessary for complete 
proof. The negative results are not at variance with the assump¬ 
tion that it is an old-standing tuberculous lesion. 

Unfortunately, the section was not seen until after it had 
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been treated with formalin solution, thereby preventing the in¬ 
oculation test, which under the circumstances would have been 
the only conclusive means of diagnosis to be carried out. 

In conclusion, while I hesitate to offer my opinion as 
against many surgeons of renown who are opposed to the 
opeiation, I believe, in this case, the proper course was fol¬ 
lowed, and that we have removed a possible source of future 
active tuberculosis in the bladder, or some more remote part 
of the body. 
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